








































an accident. The panel felt strongly that neglect should have been listed on the death 

certificate under "Other Significant Conditions". 

In another review, the death certificate of a nine month old child listed death due to 

asphyxia (tissue paper found lodged in the child's upper aerodigestive tract) with the 

manner of death being an accident. However, the panel questioned the size of the 

tissue paper described in the autopsy versus the size needed to asphyxiate an infant 

and suggested the manner of death be changed to "could ·not be determined" instead 

of "accident". The autopsy also revealed that the pathologist had estimated the child's 

weight and height and did not obtain exact measures. Criminal charges were later 

brought in this death as the mother admitted stuffing the tissue paper in the child's 

throat. 

The following panel recommendations involved actions taken by the panel in response to specific 

child deaths: 

1) In the death where the genetic disorder and traumatic injuries were not fully 

examined, the panel recommended that a letter be sent to the local coroner and 

requested that the death certificate be amended to remove SIDS as the cause of death. 

2) In another case, the panel recommended that a letter be sent to the coroner suggesting 

that he seek expert consultation when doing an autopsy on a minor when child abuse 

is a concern. The panel also recommended that the coroner be requested to amend 

the death certificate to remove "natural" as the manner of death. 

3) The panel recommended that a letter be sent to a local coroner with a copy of the 

Minnesota Infant Death Investigation Guidelines and suggested that there should have 

been an autopsy of a death by suicide. 
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4) In a review of a suspicious death, the panel recommended that a letter be sent on 

behalf of the panel to the coroner suggesting that he complete the death certificate as 

the manner of death had been left blank. 

5) In the death of the child where tissue paper was found lodged in the throat, the panel 

recommended that a letter be sent to the coroner suggesting the manner of death be 

changed from "accident" to "could not be determined". In the same case, the panel 

recommended that a letter be written on behalf of the panel and sent to the pathologist 

who conducted the autopsy expressing concern regarding his practice of estimating the 

weight and height of the decedent. 

6) In a case where a child died due to drowning in a bathtub with his intoxicated mother, 

the panel recommended that a letter be sent to the coroner and suggested that this data 

be mentioned in the "other significant conditions" space on the death certificate. 

The review of child deaths has affirmed that the use of home visiting programs and traditional 

public heath nursing services to reduces the risk to children. Families under stress who are isolated 

from services and community supports appear to experience a greater likelihood of injury or death. 

1) 

Because a mother did not obtain prenatal care until late in the pregnancy should have 

served as a red flag that her baby should be considered "high risk". 

The treatment plan for a young mother who killed her child should include helping 

her to develop the ability to tell medical providers (if she becomes pregnant) of her 

experience of killing her child so that appropriate services can be delivered. 

The panel recommended that the state initiate a program for universal home visiting 

for families with newborn children in order to provide support, increase parents' 

~ awareness of their baby's developmental needs ahd to help in addressing situations 
""J: 

" that pose a risk to children. 
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2) Due to the number of cases reviewed where death was the result of overlaying, the 

panel contacted the Department of Health and requested that information regarding the 

dangers of bed-sharing be incorporated into their educational materials. The panel 

also recommended that a public service announcement be developed to address this 

issue. 

The review of child deaths reveals the complex relationship between statutes, law enforcement 

investigation, and ultimately, judicial decisions. Statutes which are broad in their authority enable 

law enforcement to thoroughly pursue allegations. Similarly, the thoroughness of an investigation 

directly impacts the prosecutor's ability to charge persons with crimes and prevail in court. Further, 

the greater the ability of law enforcement and social services to share information the greater the 

"systems" ability to protect surviving siblings and future children of a caretaker. 

In a case where a suspicious death was ultimately ruled as SIDS, the juvenile court 

had established jurisdiction and received information from social services. However, 

the court would not accept the information from social services and viewed the social 

service agency intervention as "the problem". The jurisdiction in which this case 

occurred is one in which there are rotating judges. Dependency/neglect issues are not 

given priority and some judges may not be knowledgeable and/or sensitive to 

children's issues. 

In the same case, there was a concern about the lack of sharing of information when 

the mother moved to another county. There is a difference in the way individual 

counties interpret the statutes governing the sharing of information with another 

county. In some counties the staff, as mandated reporters, share information with a 

family's new county of residence. It was recognized that there was a problem in 

applying the statute in this case as the court ruled the child was not at risk. 
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The panel reviewed a case which they thought was appropriate for the mother to have 

been charged with criminal neglect. Primary considerations in believing criminal 

charges were appropriate were evidence of her smoking around a respiratory-impaired 

child and her failure to provide medically required care. Charging the mother would 

have underscored the seriousness of her child's medical needs and her lack of 

attention for the child's care. It also would have strengthened the subsequent CHIPS 

petition. 

In a case where a child died due to shaken baby syndrome, the alleged father was 

indicted for first degree murder. First degree murder charges were possible due to a 

change in the law which considers a past pattern of injuries. 

In one case, the public health nurse had weighed a baby five days prior to the death 

and found the child to be in the 75th percentile for weight. The autopsy revealed that 

the baby's weight was in the 25th percentile which represented a significant weight 

loss in the five days prior to death. Although law enforcement did investigate the 

death when it occurred, there did not appear to be any further investigation to 

eliminate criminal neglect or child endangerment. Due to this lack of investigation 

and the history relating to the medical condition of the infant in the days prior to the 

death, the medical examiner could not state that the child died as a result of neglect. 

However, the medical examiner was clear that the child did not die as a result of 

natural causes. 

In one case, the city law enforcement personnel initially arrived at the death scene 

(10:33 a.m.), assumed the death was due to natural causes, and did not preserve the 

scene. Several hours later (5:00 p.m.), when the county sheriff became aware of the 

death, a death scene investigation did occur and photos were taken. The death was 

ruled an accident. Subsequent aggressive follow-up by law enforcement occurred 

when a sibling developed suspicious injuries resulting in a confession by the mother to 

homicide. 
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1) The Department of Human Services should seek to amend Minnesota Statutes, section 

260.015, subdivision 24, to include the concept of "exposure" to domestic violence in 

the definition of "domestic child abuse". 

2) Minnesota criminal statutes should be amended to make willful neglect a felony which 

matches the severity of penalty with the degree of harm or injury incurred. 

3) The panel supports efforts to amend the juvenile code to extend the juvenile courts' 

ability to maintain delinquency jurisdiction beyond age nineteen for those delinquents 

in need of treatment. The panel recognizes the need for more facilities to house 

alleged juvenile sex offenders for secure treatment. 

4) In the case where an alleged father was charged with first degree murder, the panel 

recommends that parent education be made part of his sentence. This 

recommendation was shared with the county prosecutor and the worker doing the 

presentence investigation. 

5) The panel should study the issue of and examine mechanisms for allowing health care 

professionals access to children determined to be at risk beyond the current standard 

of "imminent danger" which is currently provided for in statute. 

6) The definition of neglect should be expanded to include parental failure to respond to 

services when children are determined to be maltreated or in need of child protective 

services. 

7) 

~-

8) 

When the manner of death is undetermined and a child dies from other than natural 

causes, a law enforcement investigation should occur. 

:~aw enforcement at a death scene should preserve the scene by calling in a backup if 

Jhe child needs emergency transportation. 
" 

20 

-



9) The panel recommended that a meeting be scheduled with the local medical examiner, 

police representative and county attorney to discuss the problems associated with the 

investigation of deaths where the manner of death is undetermined and the cause is 

something other than natural. 

There is probably no greater risk to young children than the presence of an impaired caretaker. 

Chemical abuse/dependency issues were the single most common factor in the majority of deaths 

reviewed by the panel. While it appears that professionals were consistently able to identify 

substance abuse problems within families, "the system" appeared unequipped to respond with 

effective interventions. The following conclusions and recommendations only begin to address what 

appears to be the number one health problem faced by present day society: 

There is concern about the inability to effectively intervene to protect children in 

situations involving drug- or alcohol-dependent women. From a medical perspective, 

being pregnant and intoxicated is as threatening as a suspicious bruise, yet the system 

is unable to effectively respond to the former. 

The lack of follow-up on a case plan requirement for a client to receive a chemical 

health assessment was a concern and noted in a number of social service cases. 

The panel considered a surviving child and any subsequent children born to be at risk 

until the mother deals with her chemical use problem. 

Although there was a court order for a chemical dependency evaluation of the father 

in one case, it did not appear that this ever occurred nor did it appear that the county 

pursued this to resolution. 

In the accidental death of a 14 year old female due to smoke inhalation, the 

deceased's blood alcohol content of .275 was considered a contributing cause of 

death. In the same case, there was a concern about the number of other youngsters in 

the extended family who may ex~ibit fetal alcohol syndrome/effects symptoms and the 
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likelihood that numerous others will be born to the extended family who may be 

diagnosed as having fetal alcohol syndrome/effects. 

The need for fetal alcohol prevention programs was identified. 

There is confusion throughout the state about chemical dependency (Rule 25) 

assessments. Some workers mistakenly believe that a Rule 25 assessment should be 

conducted only after chemical dependency is established and funding for treatment is 

needed. 

1) County agencies should vigorously pursue court ordered chemical dependency 

evaluations for clients whose history indicates problems associated with chemical 

abuse combined with child neglect. 

2) Chemical abuse/dependency problems of parents should be sufficiently resolved prior 

to returning children to from county custody. 

3) Due to the overlying death of an infant by an intoxicated parent receiving chemical 

dependency treatment in a licensed facility, the Chemical Dependency Division of the 

Department of Human Services will require the provision of cribs in facilities they 

fund. 

4) 

5) 

More chemical dependency treatment resources should be developed where parents 

and children can be together. 

The process for entering treatment should be streamlined in order to achieve more 

immediate access to treatment resources. More immediate access will result in 

greater utilization and successful intervention. 
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6) The panel recommends that the Department of Human Services include training on the 

appropriate use of Rule 25 chemical dependency assessments in the development of a 

comprehensive training system for child welfare workers. 

The panel ·recognized a growing need for culturally appropriate services to families involved in the 

human service system. Over h.alf of the deaths reviewed during this review period were children of 

color. The child protection "system" is challenged by the increasing number of diverse client 

populations. 

!!:< 

In a case involving the death of an Native American child, the family was viewed by 

tribal social services as very traditional regarding Native American customs. 

Therefore it was not felt to be unusual that they did not want an autopsy performed. 

However, the death certificate did not adequately explain the cause of death and 

without an autopsy there was insufficient information to provide an accurate 

explanation of the death. 

On the Minnesota reservation judges are appointed by the tribal council. If social 

workers want to petition the court, they must go to the tribal court judge instead of a 

county attorney as in non-reservation cases. 

In one case, the panel and the local agency agreed that the grandmother was the 

primary decision maker in the family and that any effort to provide services would 

meet with defeat unless the mistrust of that grandmother could be overcome. There 

was considerable discussion as to how much the mistrust was rooted in cultural 

differences and how much the mistrust served to mask the role of a classic enabler in 

an alcoholic system. It was pointed out that although grandmother spoke excellent 

English, it was her second language and her understanding of English may not be on 

a par with her ability to speak it. It was suggested that someone who could speak 

Ojibwa should translate and interpret concepts such as the case plan to the 

- ,, grandmother. 
t 
~~ 
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There was an interest in exploring the possibility of tapping into the concerns within 

the Native American community about what is happening to children so that their 

community can become a resource in protecting the surviving children in extended 

families. 

A case brought a great deal of attention to the implementation of the Indian Child 

Welfare Act, with particular attention to those elements which may impede the 

common goal of protecting children at risk. Considerable discussion focused on the 

different standards for removal of a child between Minnesota Statutes and the Indian 

Child Welfare Act. The many questions boiled down to the following core question: 

Does the Indian Child Welfare Act as it is implemented, leave Native American 

children at greater risk than children the county agency is serving under the authority 

of more general protection statutes? 

In a case involving a Hmong family, the county public health nurse had difficulty 

meeting with the family due to the parents not being available. It is not unusual for 

Hmong families to be gone in the summer as they are often gardening. 

Traditional Hmong people generally do not trust the attempts by government to 

intervene in their lives. It is impossible for non-Hmong social workers to make 

intuitive inferences about the motivations of Hmong parents given the chasm of 

cultural differences. 

1) The panel endorsed a county's effort to continue meeting with the Native American 

community to ensure that Indian Child Welfare Act standards are met. 

2) The panel encourages county social services agencies to employ persons of color to 

~~onduct child maltreatment assessments with families of color in the community. 

i: 
"f 
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3) Native American reservations in the state should be included in discussions related to 

statute or rule promulgation relative to autopsy procedures. 

4) Social service agencies or reservations should be notified by the Department of 

Human Services regarding procedures and notifications which pertain to the 

Minnesota Child Mortality Review Panel. 

5) The panel recommends that local agencies employ a bilingual worker to aide in 

investigations involving the Hispanic families. 

6) The panel recommends that the Department of Human Services examine the 

implementation of the Indian Child Welfare Act to determine: 

If the act created confusion as to whether there is equal protection for Native 

American children. 

Whether implementation of the act is achieving what it was intended to 

accomplish? 

7) The panel recommends continued efforts to develop media materials on a statewide 

basis which would inform the Hmong community about relevant health issues and the 

child abuse reporting act. 

There is no standard operating procedure for the investigation of infant deaths. 

Statewide there is a considerable degree of variance between counties and 

jurisdictions. The Minnesota Department of Health developed infant death 

investigation guidelines as a result of Department of Human Service sponsored 

legislation in 1989. This legislation was prompted by the panel's recognition of 

inconsistencies in death investigations throughout the state. In the spring of 1993, the 

~- _ guidelines were finalized after a one year pilot pet;iod. 
~ 
,~~ 
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1) The panel recommends that at the next opportunity the Department of Human 

Services should amend the Child Protection Rule to include a requirement that 

completed Infant Death Investigation Guidelines be reviewed at each local mortality 

review. 

1) The panel recommends that the Department of Corrections make parenting education 

available in correctional facilities for men. 

2) Because we cannot assume that all parents have the necessary skills to be effective 

parents, the panel recommends that parenting education be considered in all policy 

and direct service decisions. 
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Appendix I contains information derived directly from death certificates received by the Minnesota 
Department of Health. 

1 44 minutes F Undetermined Native American/Black 

2 24 days F Probable Natural Black 

3 28 days F Homicide Black 

4 1 month 3 days F Natural (Possible SIDS) White 

5 1 month 4 days M Accident White 

6 1 month 5 days M Accident Black 

7 1 month 11 days M Natural White 

8 1 month 13 days F Natural (SIDS) Native American 

9 1 month 19 days F Undetermined Native American 

10 2 months 4 days F Not indicated/deferred White 

11 2 months 17 days F Natural (SIDS) White 

12 2 months 23 days F Natural (SIDS) Native American 

13 2 months 23 days F Homicide White 

14 3 months M Accident Black 

15 3 months 16 days M Natural (SIDS) White 

16 3 months 18 days M Undetermined Native American 

17 4 months 2 days M Undetermined Black/White 

18 4 months 5 days M Natural Native American 

19 4 months 14 days M Homicide White 

20 4 months 21 days M Natural (SIDS) White 

21 5 months 11 days F Undetermined Mulatto 

22 6 months 1 day F Natural Black 

23 6 months 26 days M Homicide Black 

24 9 months 20 days F Homicide White 

25 10 months 26 days M Accident White 

26 1 ye~, F Homicide Hmong (Southeast Asian) 
11" 

21 1 yeai'( F Homicide Black 
':' 

_, 
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28 1 year F Natural Native American 

29 1 year F Homicide White 

30 1 year M Accident White 

31 1 year 2 months M Homicide White 

32 1 year 8 months M Natural Hispanic/Mexican 

33 2 years F Not indicated White 

34 2 years M Accident Black 

35 3 years M Accident White 

36 4 years M Homicide White/Native American 

37 5 years M Accident White 

38 11 years F Natural White 

39 13 years M Accident White 

40 14 years F Suicide White 

41 15 years F Accident Native American 
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